The focus of the World Health Day (WHD) this year is on one of the main non-communicable disease (NCD) risk factors, hypertension. It is currently the leading risk resulting in considerable death and disability worldwide and accounted for 9.4 million deaths and 7 per cent of disability adjusted life years (DALYs) in 2010[@ref1]. Hypertension is increasing rapidly in most low and middle income countries (LMICs) driven by diverse health transitions. In 2001, it accounted for 10 per cent of global healthcare expenditure underlining the considerable economic implications to resource constrained health systems, particularly those in LMICs[@ref2]. Apart from health implications it has huge societal, developmental and economic costs. There is also noteworthy income loss to families affected by hypertension not only due to illness but also due to care giving and premature death. In 2004, the annual income loss from NCDs among working adults in India was ![](IJMR-137-627-g001.jpg) 251 billion (about US\$ 50 billion) and that due to hypertension alone amounted to ![](IJMR-137-627-g001.jpg) 43 billion. Further, hypertension was also a leading cause for hospitalizations and outpatient visits[@ref3].
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### Rising burden of hypertension in India {#sec3-1}

In India, hypertension is the leading NCD risk and estimated to be attributable for nearly 10 per cent of all deaths[@ref4]. Adult hypertension prevalence has risen dramatically over the past three decades from 5 per cent to between 20-40 per cent in urban areas and 12-17 per cent in rural areas[@ref5][@ref6]. The number of hypertensive individuals is anticipated to nearly double from 118 million in 2000 to 213 million by 2025[@ref6]. It is estimated that 16 per cent of ischaemic heart disease, 21 per cent of peripheral vascular disease, 24 per cent of acute myocardial infarctions and 29 per cent of strokes are attributable to hypertension underlining the huge impact effective hypertension prevention and control can have on reducing the rising burden of cardiovascular disease (CVD)[@ref7].

### Sub-optimal treatment and control {#sec3-2}

Though national data on treatment and control are not available, multiple cross-sectional studies conducted across various regions of India such as north (Delhi 10.5%), south (Chennai 7.5%, Thiruvananthapuram 8.6%), east (Assam 18.1%), and west (Mumbai 13.6%) indicate sub-optimal blood pressure control[@ref8]. Besides once hypertension-related CVD occurs, the use of evidence-based secondary prevention therapies is also very low in primary and secondary care, leading to a large and escalating burden of avoidable and premature mortality[@ref9].

Against the milieu of increasing NCDs in India, the gap between what is known and actually done for hypertension prevention, detection and management is disconcerting and requires to be addressed as a public health priority. Further, effectively addressing it assumes critical importance in light of the recent World Health Organization (WHO)-United Nations (UN) targets for reduction of NCDs by 2025 with explicit targets for hypertension and its chief modifiable determinant salt intake[@ref10].

### Pathways for prevention and control {#sec3-3}

The increasing hypertension and NCD burden presents a formidable challenge to the Indian health system, which will need strengthening at all levels (primary, secondary, tertiary) incorporating prevention, surveillance, screening and appropriate management, along with re-training, regular enhancement and updating skills of the health professionals in providing hypertension related care. India cannot afford the resource intensive model of healthcare to address hypertension and NCDs and should, therefore, prioritize population based prevention approaches requiring multi-sectoral actions across non-health sectors to minimize population risk factor exposure in tandem with evidence based clinical approaches focussed on early detection and treatment, which can maximize the gains for population health.

### Population based approaches {#sec3-4}

Population based prevention strategies have high impact, are cost-effective as these target lifestyle change, entail working with non-health sectors and are likely sustainable over the long term. Interventions utilizing the power of public policies for reducing salt, fat, sugar and alcohol intakes through regulatory and consumer education approaches; increasing physical activity through sound urban planning and creation of activity promoting environments; increasing fruit-vegetable intake through appropriate agricultural and pricing mechanisms and implementing comprehensive tobacco control have the potential to prevent a large proportion of disease events in the whole population, given that most disease events occur at modest elevations of multiple risk factors rather than at marked elevation of a single risk factor. For example, a 2 per cent population-wide decrease of diastolic blood pressure, such as that easily achievable by modest salt reduction, was estimated to avert 300,000 coronary heart disease and stroke deaths in India, with larger blood pressure decreases yielding higher reductions[@ref11].

Limited available data point to high salt intake (9-12 g/day) which exceeds current WHO recommended levels[@ref12]. The recent global burden of disease study reports excess salt intake to be the 7^th^ leading cause of mortality in South East Asia Region which is much higher than in rest of the world (11^th^ globally), highlighting the adverse impact of high intake in countries like India[@ref1]. A 15 per cent reduction in salt intake through voluntary reduction by the food industry and consumer education to encourage dietary change was estimated to cost (in 2005) just ![](IJMR-137-627-g001.jpg) 2 per person/year[@ref13]. Given the rising burden of hypertension and high salt consumption, the priority intervention of choice for hypertension prevention and control is population-wide salt reduction. However, its potential has yet to be tapped in India with efforts being initiated only recently. The Public Health Foundation of India (PHFI) conducted a national research consultation to identify salt reduction strategies for India and initiated studies to gather current evidence to facilitate national salt reduction policy development[@ref12]. Recently, the HEART study was initiated in Tamil Nadu and an early report indicated a salt intake of 12 g/day[@ref14]. The South East Asia Regional Office of the WHO (SEARO) had conveyed an Expert Group Meeting on population salt reduction to discuss regional salt reduction strategies and the methods to monitor population intake. The participants agreed on setting a regional target of 10 per cent relative reduction in population salt intake in the next five years and successive reductions thereafter with the aim of achieving 30 per cent relative reduction in population salt intake by 2025 in consonance with the global WHO-United Nations targets[@ref15].

### Evidence based clinical approaches {#sec3-5}

Hypertension is easily diagnosable and treatable with lifestyle modifications and effective medicines. Thus, hypertension control provides an entry point to deal with other NCDs as any intervention will help concomitantly address other NCDs as well. This has been taken into cognizance in the newly launched National Programme for Prevention and Control of Cancer, Diabetes, Cardiovascular Diseases and Stroke (NPCDCS) which has hypertension and diabetes as the main focus areas. NPCDCS offers great potential for both health systems strengthening as well as improving hypertension management if leveraged appropriately[@ref16].

The opportunistic screening planned in NPCDCS at the sub-centre level could be strengthened with provision of electronic decision support tools for the health workers to detect, refer and follow up patients as well as facilitate reporting utilizing appropriate data templates and thereby contribute to surveillance and the development of a health information system to track hypertension and its outcomes. The NCD clinics mandated under NPCDCS could be leveraged to facilitate guidelines based hypertension management with emphasis on generic drugs and those recommended by the Indian Public Health Standards/National List of Essential Medicines as well as capacity building of health staff in the system around delivery of hypertension related services. Existing training guidance for physicians and health workers under the NPCDCS can be used, incorporating regular evidence updates where and when required[@ref16][@ref17].

Given the limited availability of physicians, task sharing as well as task shifting of existing primary health workforce, particularly training of non-physician health workers (NPHW) is a possible strategy. There is evidence from developing countries on the feasibility and effectiveness of this approach in improving outcomes[@ref18][@ref19]. The LMIC specific WHO cardiovascular risk management package has also been demonstrated to be suitable for assessing and managing CVD risks by NPHW in primary care settings (including India) which have limited numbers of physicians[@ref20].

Given the high prevalence of hypertension in India[@ref6], blood pressure assessment in all adults at every opportunity is both prudent and justified. In addition, simple non-laboratory based risk scores previously validated in India, based on simple assessment of age, waist circumference, physical activity, and family history could be used to assess total cardiovascular risk as well as co-morbidities and refer those requiring further detailed evaluation to the health system[@ref21][@ref22]. The WHO - International Society of Hypertension (ISH) risk chart adapted for countries like India and also recommended by the NPCDCS can be utilized for assessing total cardiovascular risk[@ref23]. Further, the WHO\'s Package of Essential Noncommunicable Disease Interventions (WHO-PEN) which has been specifically developed for promoting prioritized, cost-effective, equitable delivery and universal coverage of NCD interventions in primary care of LMICs should be adopted[@ref24].

Given the continued care required for hypertension, appropriate referral and follow up pathways across various levels of care as well as public and private sectors are warranted. Properly validated devices to measure blood pressure should be provided at all health facilities and made available to all healthcare providers. As most expenses related to hypertension care are on medicines, ensuring affordable, accessible and uninterrupted drug supply is necessary. Medicines contribute to 45 per cent of out of pocket expenses for NCDs in India, while for hypertension it is as high as 64 per cent[@ref3]. A 36-country WHO study found that in most countries including India, a month\'s treatment with just one antihypertensive medication costs 1.8 day\'s wages which becomes even more unaffordable if multiple drugs are necessary for attaining treatment targets and if more than one family member has hypertension[@ref25]. Thus, effective financial risk protection measures should be adopted to reduce financial burden on individuals.

Given the low levels of awareness and detection, blood pressure measurement and possibly non-laboratory risk assessment among adults should be mandated as part of all national health programmes. To increase the awareness on hypertension, information about prevention and control of hypertension can be incorporated in the information education and communication (IEC) components of all national programmes. This can complement overall efforts to increase societal awareness through other approaches. In this regard, the World Hypertension League (WHL) aims to improve public awareness through World Hypertension Day, conducted on May 17 every year with specific themes ([Table](#T1){ref-type="table"})[@ref26]. The theme for 2013 World Hypertension Day is "Healthy heart beat -- healthy blood pressure" emphasizing on the importance of blood pressure control and control of arrhythmias ([*www.worldhypertensionleague.org*](http://www.worldhypertensionleague.org)).

###### 

The World Hypertension League Call to Action
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Health professionals, including physicians, nurses and other health workers as well as their professional organizations, civil society and academia should be catalyzed to assume leadership for focussed advocacy efforts to raise the priority of hypertension prevention and control as well as to build multi-sectoral partnerships for population based risk reduction and modification approaches.

The rising burden of hypertension, associated CVD and NCDs in India needs to be addressed as a public health priority employing an optimal context specific resource sensitive combination of the population and the clinical approach. There are numerous challenges ahead but also promising opportunities to galvanize efforts towards attaining the WHO-UN goal of 25 per cent reduction in NCD related mortality and associated reduction in hypertension and salt intake by 2025.

This editorial is published on the occasion of World Health Day - April 7, 2013.
